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Abstract 


Objective: The central aim of the study was to assess the frequency of traumatic events and comorbid posttraumatic 
stress disorder (PTSD) in women with eating disorders (EDs). In addition, the frequency of somatoform complaints 
was investigated in patients with PTSD compared to those without PTSD. 

Method: 101 ED patients (26.4 years, SD=7.4) from an outpatient department were investigated by means of 
standardized questionnaires. 

Results: 63.3% of the anorexic and 57.7% of the bulimic patients had experienced at least one trauma in their life. 
10% of the anorexic and 14.1% of the bulimic patients fulfilled the study definition for a current diagnosis of PTSD. 
Patients with a comorbid PTSD reported somatoform symptoms more frequently than patients without PTSD 
(p< 0.001). 

Discussion: These findings provide additional support for the association between somatization and PTSD in ED 
patients. In addition, clinical interventions for traumatized ED patients may benefit from a focus on posttraumatic 
stress symptomatology. Copyright © 2009 John Wiley & Sons, Ltd and Eating Disorders Association. 
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include posttraumatic stress disorder (PTSD). Many 


Introduction studies, however, have documented trauma history in 


Anxiety disorders are one of the most frequent 
comorbidities of eating disorders (EDs) such as 
anorexia nervosa and bulimia nervosa; 75% of the 
ED patients have experienced at least one anxiety 
disorder in their lifetime (Bulik, 1995). Especially 
obsessive-compulsive disorder and social phobia have 
proven to demonstrate the highest comorbidity with 
EDs (Wonderlich & Mitchell, 1997). However, while 
examining the comorbidity of EDs and anxiety 
disorders, it seems that most researchers did not 


patients with ED (DalleGrave, Rigamonti, Todisco, & 
Oliosi, 1996; Mahon, Bradley, Harvey, Winston, & 
Palmer, 2001), childhood sexual abuse (CSA) being the 
most well-documented trauma in ED patients, a 
development that has often been investigated (Won- 
derlich et al., 2001). Brewerton (2007) summarizes that 
CSA is a significant although non-specific risk factor for 
EDs. In addition, trauma is more common in bulimic 
compared to non-bulimic EDs (Smolak & Murnen, 
2002; Striegel-Moore, Dohm, Pike, Wilfley, & Fairburn, 
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2002); a higher association to psychiatric comorbidity 
(Sansone & Levitt, 2005) has also been demonstrated. 
This can be interpreted to mean that particularly in 
bulimic subjects with a high degree of psychiatric 
comorbidity, a traumatic history is probable (Brewer- 
ton, 2004; Thompson & Wonderlich, 2004). Other 
traumata found in samples of ED patients were physical 
(Rorty, Yager, & Rossotto, 1994) and emotional abuse 
(Kent, Waller, & Dagnan, 1999), teasing and bullying 
(Mazzeo & Espelage, 2002), parental break-up and loss of 
a family member (Dalle et al., 1996; Mahon et al., 2001). 

Only few studies focused on the comorbidity of 
PTSD and EDs. In recent years, however, there is 
evidence of an increasing interest in the association 
between EDs and PTSD. Prevalence rates of experienced 
traumatic events were found in 37-74% of the cases 
(Dalle et al., 1996; Gleaves, Eberenz, & May, 1998), 
whereas 4—52% could be diagnosed as having a PTSD 
(Gleaves et al., 1998), this varies between the different 
samples. 

Limitations of previous studies included a non- 
documentation of the type of trauma and that the 
definitions of traumatic events differed too strongly, so 
that there was a considerable variance of trauma 
prevalence to be found between the studies (Levitt, 
2007). Brewerton (2007) summarizes in his review the 
main findings of studies investigating the association 
between trauma, PTSD and EDs. In addition to the 
above mentioned results, he found that often multiple 
episodes or forms of trauma are associated with EDs 
and that trauma does not necessarily effect a greater ED 
severity. 

Several studies confirm that PTSD is common but 
seldom diagnosed in patients who have experienced 
traumatic events (Samson, Benson, Beck, Price, & 
Nimmer, 1999; Mueser et al., 1998); instead, clinicians 
commonly diagnose a variety of diseases known to be 
comorbid with PTSD (Breslau, Kessler, Chilcoat, 
Schultz, Davis, & Andreski, 1998). Zimmerman and 
Mattia (1999) found that 25.8% of those patients 
screened positive on the questionnaire with PTSD, only 
7.2% were diagnosed by their clinician with PTSD. 
Furthermore, the diagnosis of PTSD was twice as high 
when a semi-structured diagnostic interview was 
carried out than was the case for solely an unstructured 
clinical evaluation. In a previous own study, PTSD was 
diagnosed in 2.7% of the sample in clinical routine, 
whereas the prevalence of PTSD-positive screening was 
10.1% (Tagay, Herpertz, Langkafel, & Senf, 2005). 


Frequency of Traumatic Events and Comorbid PTSD 


One further aspect we focused on was the association 
between traumatic experiences and somatoform symp- 
toms. There is evidence that there is a close relationship 
between traumatization and somatization (Andreski, 
Chilcoat, & Breslau, 1998; Switzer, Dew, Thompson, 
Goycoolea, Derricott, & Mullins, 1999). In accordance, 
we found in a recent study that patients with a PTSD 
suffered more often from somatoform complaints than 
non-traumatized. The same result was achieved when 
comparing non-traumatized persons with traumatized 
subjects without PTSD. The foremost physical symp- 
toms were neurological followed by gastrointestinal, 
cardiopulmonal, pain and sexual dysfunction (Tagay, 
Herpertz, Langkafel, & Senf, 2004). In the field of EDs, 
Gustafson and Sarwer (2004) found that CSA was 
associated with a higher somatization in obese patients. 

The main aim of the present study was to explore 
further detailed information about the relationship 
between self-reported traumatization and PTSD in 
patients with ED. We found this to be of relevance 
because ED patients, who have experienced traumatic 
events, more often drop out from treatment, demon- 
strate poorer outcomes and higher relapse rates than 
non-traumatized patients as studies by Rodriguez, 
Pérez, and Garcia (2005) and Mahon et al. (2001) have 
demonstrated. Because PTSD is quite often not 
diagnosed in routine clinical practice, a second goal 
of our study was to compare the rates of PTSD 
diagnosis in clinical practice and psychometric testing 
in ED patients. 

The final goal of our study was to determine the 
relationship between traumatization and somatoform 
symptoms. We hypothesized that somatoform symp- 
toms would be generally more prevalent in traumatized 
ED patients, and that a specific pattern of elevated 
pseudoneurological and gastrointestinal symptoms 
would be found mostly in ED patients with a comorbid 
PTSD. 


Method 
Participants and procedures 


Participants were recruited from our Outpatient 
Department (Department of Psychosomatic Medicine 
and Psychotherapy, University of Duisburg-Essen). The 
patients we included in our study were initially 
examined to diagnose psychiatric or psychosomatic 
symptoms. The clinical routine diagnostics consisted 
of a semi-structured clinical psychiatric interview. 
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Psychiatric diagnoses were determined according to the 
Classification of Disease (ICD-10) 
(World Health Organization, 1993) criteria adminis- 
tered by experienced staff members (physicians and 


International 


clinical psychologists). Senior staff members supervised 
diagnostic evaluation. Patients suffering from depen- 
dent disorders, psychosis, dementia or insufficient 
knowledge of the German language were excluded from 
the study. Inclusion criteria were women with a primary 
diagnosis of ED (including anorexia nervosa (AN) or 
bulimia nervosa (BN)), the availability of diagnostic 
information from clinical charts, and adequately 
completed questionnaires. All subjects in the study 
gave informed consent for their participation. 

A consecutive series of 101 women diagnosed from 
experienced therapists as having an ED were examined. 
30 (29.7%) patients complied to the ICD-10 criteria for 
anorexia nervosa (F50.0), of these 8.9% atypical 
anorexia nervosa (F50.1), and 71 (70.3%) fulfilled 
the criteria for bulimia nervosa (F50.1), of these 8.9% 
atypical bulimia nervosa (F50.2). 


Measures 
Traumatic events 


To assess traumatic events in lifetime the Posttrau- 
matic Stress Diagnostic Scale (PDS) (Foa, 1995) was 
applied. The structure and content of the PDS mirror 
the DSM-IV diagnostic criteria for PTSD. The PDS is a 
self-report questionnaire to screen for trauma, for an 
evident PTSD as well as for the severity of the PTSD 
symptoms. We applied the first two parts of the 
instrument, the questions systematically pertaining to 
experienced traumatic events. The first 12 items of the 
PDS ask, on a ‘yes’ or ‘no’ basis, the lifetime prevalence 
of specific traumatic events (section one). Then patients 
are asked to indicate which event has disturbed them 
the most in the past month. In the second section, a 
stressor-A criterion is assessed by six yes—no questions 
enquiring about physical injury to themselves or 
someone else and how the patient felt at the time of 
the worst traumatic event. 


Posttraumatic stress symptoms 


Posttraumatic stress symptoms were assessed using 
the German version of the Impact of Event Scale-Revised 
(IES-R) (Horowitz, Wilner, & Alvarez, 1979), a self- 
rating questionnaire comprising three subscales. IES-R 
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is one of the most frequently used instruments to 
measure stress reactions after various traumatic events. 
Higher scores on this measure indicate more severe 
symptoms. Patients answered the IES-R with regard to 
their most traumatic life event. Although a diagnosis of 
PTSD cannot be based entirely on an IES-R score, 
Maercker and Schiitzwohl (1998) suggested a logistic 
equation that allows a discrimination between posi- 
tively and negatively screened subjects for PTSD. This 
questionnaire has been widely validated and found to be 
a highly reliable instrument (Maercker & Schiitzwohl, 
1998). 

For the purpose of our study, a diagnosis of PTSD 
was fulfilled if both the DSM-IV stressor-A criterion for 
PTSD and a positive screening score according to the 
IES-R were met. 

Three groups were composed to answer our research 
questions: (1) no trauma (patients not reporting any 
trauma according to PDS), (2) trauma without PTSD 
(patients who experienced at least one trauma or met a 
positive score of IES-R) and (3) PTSD (patients who 
met both the DSM-IV stressor-A criterion and a 
positive score of IES-R). 


Somatoform complaints 


Somatoform symptoms were assessed by using the 
Screening for Somatoform Disorders (SOMS-2) (Rief, 
Hiller, & Heuser, 1997). The SOMS-2 registers 53 
somatic symptoms present during the past 2 years but 
not caused by a physical condition. These were the 
symptoms relevant for a somatization disorder accord- 
ing to DSM-IV and ICD-10, as well as for somatoform 
autonom dysfunction (ICD-10). All positive items of 
the SOMS-2 were summed up to a somatization global 
score. Based on the patients’ report in the SOMS-2, five 
symptom clusters were computed according to our 
former study for descriptive comparisons (Tagay et al., 
2004): Pain symptoms (5 items), gastrointestinal 
symptoms (10 items), cardiopulmonal symptoms (7 
items), sexually connotated symptoms (3 items) and 
pseudoneurological symptoms (13 items). 


Data analysis 


All statistical analyses were completed by using the 
‘Statistical Package for Social Sciences’ (SPSS) for 
Windows, version 14.0. 

Descriptive statistics for anorexic and bulimic 
patients were compared using y7-analyses (categorical 
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variables) and one-way analysis of variance (ANOVA; 
continuous variables). In order to test group differences 
for significance concerning somatoform symptoms, an 
ANOVA was carried out and corrected for unequal 
variances when necessary and supplemented by post hoc 
comparisons (Scheffé). a was set at 0.05 for all analyses 
and all tests were two-tailed. 


Results 
Demographic characteristics 


The mean age of the total sample was 26.45 years (17 to 
58 years; SD = 7.46). The anorexic patients had a mean 
age of 25.23 years (SD=5.81) and the bulimic patients 
of 26.97 years (SD = 8.04). 

Study participants in general had a higher education 
(77%); 74% were unmarried. There were no significant 
differences between anorexic and bulimic women with 
regard to age, education and marital status. 


Trauma prevalence 


Table 1 presents information about the types of 
traumatic events that patients reported. Patients were 
first asked to report all the traumatic events they had 


Frequency of Traumatic Events and Comorbid PTSD 


experienced in the past. They were then asked to 
indicate which event bothered them most at the time of 
testing and to which they referred when rating their 
PTSD symptoms. Overall, 59.4% (N=60) of the 
patients had experienced at least one traumatic event. 
63.3% of the anorexic and 57.7% of the bulimic patients 
reported at least one traumatic event in their lifetime. 
As can be seen in Table 1, the most experienced 
traumata of the anorexic patients were accidents (20%), 
sexual assault by a family member or acquaintance 
(20%), non-sexual assault by a family member or 
acquaintance (16.7%), and sexual assault by a stranger 
(16.7%). Bulimic patients reported most frequently 
sexual contact at an age under 18 years with someone 5 
years or more older (25.4%), non-sexual assault by a 
family member or acquaintance (19.7%) and non- 
sexual and sexual assault by a stranger (both16.9%). All 
in all, there were no statistically significant differences 
between anorexic and bulimic patients with regard to 
the types of traumata. 

Table 1 also demonstrates that some types of trauma 
were more likely to be rated most bothersome at the 
present time than others. The events considered most 
traumatic by both groups were in the area of 
interpersonal traumatization (AN: 57.9% vs. BN: 


Table 1 Types of traumatic events (PDS) reported by anorexia and bulimia patients 


Anorexia nervosa N= 30 Bulimia nervosa N= 71 


Experienced by 


Considered most Experienced Considered most 


patients traumatic by patients traumatic 
N=30 N=19 N=71 N=41 
n (%) n(%) n(%) n(%) 

No trauma 1 (36.7) 30 (42.3) 

Interpersonal sexual traumatization 6 (31.6) 11 (26.8) 
Sexual assault by a family member or acquaintance 6 (20.0) 3 (15.8) 8 (11.3) 1 (2.4) 
Sexual assault by a stranger 5 (16.7) 2 (10.5) 12 (16.9) 6 (14.6) 
Sexual contact at <18y of age with someone >5y older 4 (13.3) 1 (5.3) 18 (25.4) 4 (9.8) 

Interpersonal nonsexual traumatization 5 (26.3) 7 (17.1) 
Non-sexual assault by a family member or acquaintance (16.7) 3 (15.8) 14 (19.7) 3 (7.3) 
Non-sexual assault by a stranger (10.0) 2 (10.5) 12 (16.9) 4 (9.8) 

Other kind of traumatization 8 (42.1) 23 (56.1) 
Accident, fire, or explosion 6 (20.0) 2 (10.5) 9 (12.7) 2 (4.9) 
Natural disaster 2 (6.7) 2 (10.5) _ _ 
Life-threatening illness 4 (13.3) 2 (10.5) 9 (12.7) 3 (7.3) 
Other 4 (13.3) 2 (10.5) 16 (22.5) 7 (17.1) 

Missing —_ —_ — 11 (26.8) 

Prevalence of traumata 
One 10 (33.2) 13 (18.6) 

Two 4 (13.3) 10 (14.3) 
Three or more 5 (16.7) 18 (25.7) 
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43.9%, n.s.). It must be emphasized that most traumata 
were experienced more than 5 years prior to the 
investigation (AN: 57.9% vs. BN: 56.4%, x° = 2.37, 
p=0.795). 


Prevalence of posttraumatic stress 
disorder 


According to our own definition for a diagnosis of 
PTSD, 10.0% of the anorexic and 14.1% of the bulimic 
patients fulfilled the criteria (Figure 1). In the total 
sample, 12.9% (n= 13) fulfilled the study definition for 
a current diagnosis of PTSD. Outstanding is the fact 
that 81.8% of the PTSD cases experienced their worst 
traumatic event in interpersonal assaults (sexual and 
non-sexual). In contrast to these results, only in one 
case (3.3%) of the anorexia nervosa patients and in 
three cases (4.2%) of the bulimic patients an ICD-10 
diagnosis of PTSD (F43.1) was diagnosed by the 
outpatient therapist, three of these patients also fulfilled 
our study criteria for a PTSD. 

All in all, no significant differences between anorexic 
and bulimic patients with regard to the prevalence of 
trauma and PTSD could be observed according to our 
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diagnostic procedure (DSM-IV stressor criterion A, 
IES-R and PTSD positive screening). 


Posttraumatic stress symptoms 


The mean and standard deviations of the IES-R scores 
for different groups are presented in Table 2. No 
significant differences could be observed between AN 
patients and BN patients with regard to the three 
subscales of the IES-R and its total score. 

However, ED patients who experienced man-made 
traumata demonstrated significantly higher levels of 
avoidance (p=0.011) and hyperarousal symptoms 
(p = 0.030) compared to patients with non-man-made 
traumata. 

Finally, a comparison between non-sexually trauma- 
tized and sexually traumatized patients revealed signifi- 
cantly higher levels of posttraumatic stress symptoms in 
the group of the sexually traumatized patients in all three 
subscales as well as in the IES-R total score. 


PTSD and somatoform symptoms 


For the following analysis, the sample was divided into 
the three groups: No trauma, trauma without PTSD 


BAnorexia nervosa OBulimia nervosa 


Trauma 


DSM-IV (A1&A2) 


IES-R positiv PTSD positiv 


Figure 1 Prevalence of trauma and PTSD according to the different diagnostic procedures (N= 101) 


Table 2 Posttraumatic stress symptoms (IES-R) by groups 


Intrusion Avoidance Hyperarousal Total IES-R score 
M (SD) r P M (SD) T P M (SD) T P M (SD) T P 
ED groups —.56 .577 —1.4 .166 —1.2  .234 —1.2 .213 
Anorexia nervosa 14.7 (11.5) 17.2 (11.8) 12 1.1) 41.8 (31.9) 
Bulimia nervosa 16.4 (10.2 21.8 (11.8) 15.8 (10.0) 52.8 (28.2) 
Type of trauma —.40 .687 -3.3 .011 -1.2 .030 -1.4 .147 
Non-man-made trauma 14.9 (9.1) 12.4 (10.3) 6 (9.0) 39.8 (30.0) 
Man-made trauma 16.2 (10.5) 23.5 (11.5) 5.5 (11.5) 52.4 (30.1) 
Worst trauma —2.5 .016 —2.7 .011 —2.2 .030 —2.6 .014 
Non-sexual trauma 10.4 (9.2) 16.8 (12.9) 9.7 (9.7) 37.0 (27.4) 
Sexual trauma 19.3 (10.1) 27.0 (9.2) 18.5 (11.3) 63.3 (27.7) 
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Table 3 Scores of the 5 subscales of the SOMS-2 and the global score for the groups 


No trauma (N= 41) Trauma (N= 47) PTSD (N= 13) ANOVA F Pairwise Comparison 
(t-test) 
M (SD) M (SD) M (SD) 
Pain symptoms 1.22 (1.41) 2.11 (1.42) 2.85 (1.46) 8.07"" IT vs. T* 
IT vs. P** 
T vs. Pn.s. 
Gastrointestinal symptoms 3.44 (2.73) 4.17 (2.45) 5.85 (2.23) 4.42* Tvs. Tins, 
IT vs. P* 
Tvs. Ps: 
Cardiopulmonal symptoms 1.12 (1.58) 2.17 (1.86) 3.08 (2.22) TA" Ts. 
IT vs. P** 
Tvs. Pn.s. 
Sexual symptoms 0.61 (0.70) 0.91 (1.06) 1.53 (1.05) 5.03** T vs. Ts. 
IT vs. P** 
T vs. Pn.s. 
Pseudoneurological symptoms 0.90 (0.94) 1.96 (2.04) 3.08 (3.40) 7.19°** IT vs. T* 
IT vs. P** 
Tvs. Pn.s. 
Global score 9.71 (7.44) 14.40 (7.93) 21.15 (9.84) 10.84*** IT vs. T* 
TT vs. P*** 
T vs. P* 
“p<.05; “p<.01; *“p<.01; NT=no trauma, T=trauma, P= PTSD. 


n.s. =not significant. 


and trauma with PTSD. Since this would have resulted 
in small sample sizes, the two groups of EDs were jointly 
investigated. First it was ensured that there were no 
differences in the SOMS-2 scores between the anorexic 
and the bulimic group. 

The mean and standard deviations of the SOMS-2 
scores for the three groups are presented in Table 3. As 
can been seen, patients with a PTSD reported the 
highest scores in all subscales of the SOMS-2 as well as 
in the global score. On average, they reported 21.15 
physical complaints compared to 14.40 of the trauma 
group that had not developed a PTSD, and 9.71 of the 
no trauma group. The highest significant differences 
between the three groups were found in the clusters of 
pain symptoms, followed by pseudoneurological 
symptoms and gastrointestinal symptoms. In all group 
comparisons, the non-trauma group demonstrated the 
lowest scores for somatoform complaints; these 
differences corresponded to our predictions. 


Discussion 


The central aim of the study was to explore the 
prevalence of trauma and PTSD among women with 
EDs. The frequency of traumatic events was with 63.3% 
in anorexic patients and 57.7% in bulimic patients 
found to be high. There were very few differences in 


traumatic experiences for the ED groups. As expected, 
interpersonal assaults in both ED groups were most 
commonly reported. No significant differences could be 
found for EDs with regard to having experienced one or 
more traumatic event. Our findings of trauma 
prevalence rates correspond to those of previous studies 
in this field (Dansky, Brewerton, & O’Neil, 1997; 
Gleaves et al., 1998). 

Based on the Impact of Event Scale and the DSM-IV 
stressor-A criterion, the current prevalence of PTSD in 
anorexic patients was 10% and in bulimic patients 
14.1%; the prevalence of PTSD was thus lower in the 
AN group, a finding consistent with prior research on 
ED patients (Brewerton, 2007). 

In the National Women’s Study (Dansky et al., 1997), 
the lifetime prevalence rate of PTSD was 37% in 
subjects with BN as compared to 12% in non-ED 
subjects. The current prevalence rate of PTSD was 21% 
in bulimic subjects as compared to 4% in the non-ED 
subjects. Compared to studies on tertiary referred 
patients, our prevalence rate of PTSD was lower than 
previous US clinical studies indicating prevalence rates 
of PTSD up to 43% both in psychiatric in- and 
outpatients (Zimmerman and Mattia, 1999; Mueser 
et al., 1998). Nevertheless, our study emphasizes the 
importance to including PTSD in the diagnostic 
process. The results reveal that trauma may often be 
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associated with EDs, especially the cumulative effect of 
traumata is of great importance. 

As expected, patients who had experienced man- 
made traumatizations demonstrated _ significantly 
higher levels of PTSD symptoms compared to those 
who had experienced non-man-made traumata. Con- 
sistent with previous research (Wonderlich et al., 2001), 
the greatest differences were found between sexual 
traumatizations and non-sexual traumatizations as had 
been predicted. Wonderlich et al. (2001) report that 
individuals who had experienced both CSA and rape in 
adulthood were most likely to display an ED-related 
psychopathology. Faravelli, Giugni, Salvatori, and Ricca 
(2004) found that women who had been sexually 
assaulted were significantly more likely to report an ED 
compared to women who had not been assaulted. 
Johnson, Cohen, Kasen, and Brook (2002) found in a 
prospective, longitudinal study over an 18-year period 
that sexual abuse was an important predictor of bulimia 
nervosa and other bulimic disorders. All in all, these 
results suggest the thesis that traumatizations, in 
particular sexual traumatizations, may heighten the 
risk for developing an ED. However, further studies 
(especially longitudinal investigations) are needed to 
address the issue of causality between sexual trauma- 
tizations and EDs. 

In the present study, PTSD was diagnosed by the 
psychotherapists in only one case of the anorexic and in 
three cases of the bulimics patients. These results are a 
further indication that PTSD is underdiagnosed in 
routine clinical practice and the possible occurrence of 
traumatic events in ED patients should be followed up 
on, a result consistent with other studies (Tagay et al., 
2005; Mueser et al., 1998). Only if traumatic events are 
detected is it possible to include them in therapeutic 
work and to apply specialized therapeutic methods. 
Trauma evaluation in therapy should best be seen as an 
ongoing process since many patients are not comfor- 
table revealing major traumatizations during the initial 
stages of therapy (Brewerton, 2007). 

Somatization has barely been researched in the ED 
patients. However, 
research, we found that ED patients with PTSD 
reported more somatization symptoms than patients 
without PTSD (McFarlane, Atchison, Rafalowicz, & 
Papay, 1994). Somatoform symptoms in traumatized 


in agreement with previous 


patients were generally related to all organ systems. The 
highest significant differences between the three study 
groups were found in the clusters of pain symptoms, 
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followed by neurological and gastrointestinal symp- 
toms. These findings are in line with recent results 
presented by Sack, Lahmann, Jaeger, and Henningsen 
(2007) and Tagay et al. (2004), where the pseudoneur- 
ological symptoms were mostly related to traumatic 
experiences. The findings in the present study support 
the concept that psychological distress caused by PTSD 
increases vulnerability to somatic disorders (Andreski 
et al., 1998). 

The present study has several limitations: First, the 
study does not allow causal interpretations because of 
its retrospective and cross-sectional nature. Therefore, 
the data do not allow us to distinguish whether PTSD 
existed prior to or after the ED. Further studies 
(especially longitudinal investigations) are therefore 
needed to address the issue of causality between sexual 
traumatizations and EDs. Another possible limitation is 
that PTSD was assessed by means of standardized self- 
report instruments instead of a standardized diagnostic 
interview. However, studies (Foa, 1995; 
Maercker & Schiitzwohl, 1998) demonstrated that 
these instruments show satisfactory good agreement 


several 


with standardized psychiatric interviews. 

In summary, with a PTSD prevalence of about 12.9% 
in ED patients, the disorder is not uncommon. Sexual 
traumatization in ED patients was strongly associated 
with increased posttraumatic stress symptoms. The 
present findings support the concept that individuals 
who develop EDs after sexual traumatizations are likely 
to have experienced PTSD symptomatology. Further- 
more, our results suggest that PTSD in ED patients is 
underdiagnosed in routine clinical practice and is 
highly associated with somatoform symptoms. There- 
fore, patients who report significantly more bodily 
complaints should be examined carefully with regard to 
a possible trauma history. The findings of the present 
study suggest that practitioners should anticipate and 
assess for PTSD comorbidity in ED patients whom they 
treat. Finally, clinical interventions for traumatized ED 
individuals may benefit from a focus on posttraumatic 
stress symptomatology. Perhaps the early detection of 
PTSD in ED patients will improve the outcome. 
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